
This machine may be attached to the ordinary rib-
stool (Fig. 6), or may have a quadrangular frame of gas-
pipe to support it (Fig. 7). The weights are lifted by
a lever, and the amount of weight varies according to
the tolerance or resistance met in the individual cases.
Patients can remain in this machine for a more pro¬
longed period than in the majority of corrective appli¬
ances, and for the past eight months I have found it a
most helpful aid in the treatment of this class of cases.
It overcomes lordosis, straightens the. spine antero-
posteriorly from end to end, strengthens the abdominal
muscles, and by means of the weighted strap tends to
overcome the rotation and lateral deviation (Fig. 8).
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Gonorrhea, as the term is ordinarily understood, is
usually thought of as an affection of the urethra, or at
most as a urethritis complicated by affection of the eye
or joints, but the possibility of its being complicated by
metastatic abscesses in various other parts of the body
is not so generally kept in mind. It has only been
within the last half century that practitioners as a whole
have recognized the connection which exists between
gonorrheal infection of the urethra and certain joint af¬
fections, and a thorough understanding of the nature
of this connection has been possible for a much less time.
It is generally admitted that Selle and Swediaur1 were
the first to recognize in the coincident urethritis the
cause of what is now known as gonorrheal arthritis.
Swediaur describes this complication of gonorrhea in
his work entitled "Practical Observations on the More
Obstinate Venereal Complaints," which appeared in
London in 1784, reporting six or eight cases; and also
in a treatise on syphilis, published in 1801.

According to John Elliottson,2 Sir Astley Cooper, as

early as 1806, gave notice of the fact that gonorrhea
may be followed by painful disease of the joints. In
his article on "TJrethral Rheumatism and Ophthalmia,"
above referred to, Elliottson says : "I can remember the
time when the most of the medical profession denied
the occurrence of gonorrheal rheumatism, saying that a

person with gonorrhea might, like any other, have rheu¬
matism accidentally, or that a rheumatic patient might
catch gonorrhea. My first knowledge of the occurrence
of the disease was obtained from Sir Astley Cooper's
lectures, which were delivered at St. Thomas Hospital
in 1806-7 and 1807-8. How many years previously he
had mentioned or seen it, I can not say."

In 1879, however, the discovery of the gonococcus by
Neisser, and the observations made on it by Baumm,
cleared up the question of the etiology of gonorrhea, and
opened up new fields for investigation. Practitioners
became divided into several schools as regards the ques¬
tion of gonorrheal rheumatism and gonorrheal metasta¬
sis in general. Some believed that the cause of the gon¬
orrheal arthritis lies in the presence of the gonococcus
itself in the affected joint, while others held that the
arthritis, though due to the gonorrheal infection, was

1. London Medical Gazette, 1784.
2. London Medical Times and Gazette, June 30, 1860, vol. i, p.

642.

the result of the absorption of its toxins from the
urethra. Still others asserted that the urethral lesion
simply offered a port of entrance through which other
pyogenic organisms could invade the body and so reach
the joints or tendon sheaths. It was not long, how¬
ever, before the gonococcus itself was discovered in the
synovial fluid and membrane of affected joints by
Pétrone, Neisser, Long, Bordoni, Kamerer and Af-
freduzzi.

Attempts have been made at various times, notably
by the earlier workers, to produce abscesses and other
lesions by injections of pure cultures of the gonococcus,
but with little or no success.

The waiters have been able to find reported in the
literature the following cases of suppurative lesions oc¬
curring during the course of gonorrhea, other than those
in the urethra, in which attempts have been made to
demonstrate the presence of the gonococcus as the ex¬
citing cause.

Smirnoff3 found large numbers of gonococci in fluid
obtained by puncturing an affected joint during an at¬
tack of gonorrhea. Sonnenburg4 reported a case of
caries of the hip occurring in the course of gonorrhea,
in which gonococci were found on resection of the
joint. Bockhart,5 in a suppurating bubo and a periure-
thral abscess occurring during the course of a gonor¬
rhea, found no gonococci, but the Staphylococcus pyo-
genes aureus. In another ease he found gonococci in
the pus-of a kidney abscess which complicated a severe
gonorrhea. Sahli6 was able to demonstrate typical
gonococci in pus corpuscles from a laïge abscess in the
neighborhood of the knee joint.

Weichselbaum7 found the Streptococcus pyogenes on
the valvular vegetations in the heart of a 25-year-old
man who had died from ulcerative endocarditis three
weeks after the contraction of a severe gonorrhea. He
also found some organisms on the valve flaps resembling
in some particulars the gonococcus, although not
grouped in the same way, and staining well with
Gram's.

Haab8 reports a case of a patient suffering from a
severe general infection, with effusions in the knee and
elbow joint and abscesses in the left axilla, and who had
lost an eye from gonorrhea. In the abscess in the armpit
there were found staphylococci but no gonococci.

Guyon and Janet9 punctured the knee joint in three
cases of gonorrheal arthritis, and in the seropurulent
fluid were unable to find any micro-organisms either by
the microscope or by various culture tests. They believed,
therefore, that these cases were instances of the action
of ptomains produced as a result of the growth of the
gonococcus in the urethra.

In 1893, Lang and Paltauf10 reported a case in which
an abscess, associated with a teno-synovitis, occurred on
the back of the hand, and in which the presence of the
gonococcus was demonstrated both microscopically and
by cultural methods.

Horwitz,11 in 1893, reported a case similar to the
preceding and to the one which is reported below, asso¬
ciated with a tendovaginitis. The gonococcus was ob-

3. Russk. Med., 1886, iv, 487.
4. Berl. klin. Woch., 1886, 231.
5. Monatshefte f. prak. Derm., 1887, vi, 13.
6. Correspondenzbl. f. schweitzer Aerzte, 1887, xvii, 496.
7. Ziegler : Beitr\l=a"\gez. path. Anat. u. allg. Path., 1888, iv, 174.
8. Schweitzer Correspondenzblatt, 1889 ; Gesellsch. d. Aerzte in

Z\l=u"\rich.
9. Ann. de mal. gen. urin., 1889, vii, 462.

10. Arch. f. Derm. und Syph., Wien, 1893, xxv, 330.
11. Wien. klin. Woch., vi, 59.
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tained in pure culture on serum agar, and also demon¬
strated in cover slip preparations stained with méthy¬
lène blue, being found both free and contained in the
pus cells.

Bujivid,12 in 1895, reported a case of abscess due to
the presence of the gonococcus. unassociated with infec¬
tion of any tendon sheath. The patient was suffering
from a chronic gonorrhea, and two days after cathe-
terization had a severe chill, after which abscesses de¬
veloped in the right popliteal space, in front of the el¬
bow, over the right external malleolus and on the inner
side of the left leg. The author states that all of these
had their origin in the muscles, and none in the cellular
tissue or neighboring articulations. He therefore classes
the gonococcus with the pus-producing organisms.

Young13 reports five cases of subcutaneous abscesses
in the course of gonorrhea, in all but one of which the
gonococcus was found alone. In all of these the abscess
was adjacent to the urethra or to some synovial mem¬
brane.

Deutschmann14 found organisms which were charac¬
teristic gonococci with regard to form, size, grouping,
staining reactions and cultural characteristics, in the
synovial secretion of an affected knee of a child suffer¬
ing from ophthalmia neonatorum.

The patient in the case studied by the writers is a woman of
about 40 years of age, married, and a housewife by occupation.
Her present trouble began July 25, 1903, as sharp shooting
pains around the base of the right thumb and index finger,
which after 24 hours became so severe that medical aid was
summoned. The hand was found on examination to be slightly
swollen, especially over the location of the pain. Her tem¬
perature was found to be 101 F. Any motion of the index
finger was extremely painful, especially movements of the
metacarpophalangeal joint. The patient's husband had been
under treatment for gonorrhea during the previous month,
and consequently the present trouble was suspected to be a

complication of a gonorrhea which the patient had acquired
from her husband; but close inquiry failed to elicit any history
of such a condition. She was therefore placed on antirheu-
matic treatment, and the pain controlled by sedatives, but
without beneficial result.

The swelling and redness became more pronounced, and
August 2 an incision was made over the proximal phalanx of
the index finger, both above and below, resulting in the evacua¬
tion of a small amount of purulent material. After this the
temperature fell to normal, but in the course of a few days
rose again, and the swelling extended to the palm and dorsum
of the hand. August 10 free incisions were made into the
diseased area under chloroform anesthesia, and a considerable
amount of pus was evacuated. The pus cavities were curetted
and washed out thoroughly with a hot carbolic solution. The
subsequent treatment consisted of hot bichiorid irrigations and
antiseptic dressings. Recovery was uninterrupted, but the
involvement of the flexor tendon resulted in its shortening,
which prevents the complete extension of the index finger.
There was no ankylosis of any of the neighboring joints. This
fact, together with the evident involvement of the flexor tendon,
indicates that the condition was purely a tendovaginitis.

BACTERIOLOGIC INVESTIGATION.
The freely flowing pus, obtained at the second operation, was

received on a sterilized platinum loop and transferred to
liquefied gelatin and agar tubes (45 C. ). The gelatin tubes
were kept at room temperature, and the agar tubes in the
incubator at 37 C, for some days, without, however, showing
any growth. Unfortunately, tubes of serum agar were not at
hand, and growth on this medium was not attempted. Thin
spreads of pus obtained as above were made on cover glasses,
dried in the air, and fixed lightly in the flame. A portion of

12. Centrabl. f. Bac. u. Parasit., Jena, 1895, xviii, 435.
13. Jour. of Cut. and Gen. Urin. Dis., 1900, xviii, 241.
14. V. Graefe's Arch. f. Ophthal., xxxvi, 1.

these spreads were stained with Loeffler's méthylène blue, the
balance with a 1:10,000 solution of neutral red. On examina¬
tion, these preparations showed the presence of groups of
"biscuit-shaped" diplocoeci, although not in very large numbers
—not more than one or two such groups to a field (1/12-inch
oil immersion). Similar diplocoeci were also found within the
cell bodies of the leucocytes, and in all respects as regards
form, size, arrangement, staining reaction, and grouping were
typical gonococci. They were readily decolorized by Gram's
method.

Although the organism could not be cultivated on the media
employed, the characteristic appearance of the flattened diplo¬
coeci, the grouping, the presence of the organisms in the pus
cells, the decolorization by Gram's stain, and, above all, the
inability to grow on the ordinary media, on which the ordinary
pus germs readily thrive—leaves no doubt that the organism
in question was none other than the gonococcus of Neisser.

The fact that such metastatic abscesses, due to the
gonococcus alone, can occur in \'arious parts of the body,
even in the absence of symptoms on the part of the
urethra or other portions of the genito-urinary tract,
being established, the importance of routine microscopic
examinations of pus from such abscesses, especially those
connected with tendon sheaths, is apparent. A patient
such as the above becomes an especial danger, not only
to herself, but to those with whom she is associated, un¬
less the true condition is understood. It is readily seen
that the liability of such a patient to contract a gonorr¬
heal ophthalmia or to infect the eyes of others, is in¬
finitely greater than when the disease is localized in the
urethra. The transference of purulent matter to the
eyes of such a patient or to those of her young children,
from an abscess on her hand, is indeed more of a proba¬
bility than a possibility, unless especial precautions are
taken to prevent.

Aside from the danger to which the ignorance of such
a condition subjects the patient and her associates, the
clinical discovery of the gonococcus in such an abscess
affords a clear indication as to subsequent treatment. It
is probable that in all cases the organisms growing in
such metastatic abscesses have migrated from the mucous
membrane of the urethra, this locality being, par excel¬
lence, the most suited for their growth. It is also prob¬
able that here they will be found in greatest numbers,
whether the patient presents symptoms of urethritis or
not. Proper treatment directed to the urethral condi¬
tion should, therefore, be employed in all cases. First,
for the purpose of curing the primary condition; and,
second, as a prophylactic measure against other possible
metastatic complications, endocarditis or synovitis, and
especially to forestall the more serious dangers to which
every sufferer from a chronic gonorrhea is liable.
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While the modern methods of treatment by the gen¬eral practitioner have done much to reduce the percent¬
age of deaths due to typhoid fever, the rôle played by
the surgeon in lessening the death rate occup.es a con¬

spicuous place.
The tubbing and proper feeding do much to keepdown temperature and maintain strength, but no medic¬

inal agents nor the most careful management can over¬
come the great danger of intestinal perforation by ulcer-
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